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Citation

Condition or Requirement

435.725
435.733
435.832

435.725
435.733
435.832

4.

5.

In addition to any amounts deductible uncer the items above,

the following monthly amounts are deducted from the

remaining monthly income of an institutionalized individual or an
institutionalized couple:

a. An amount for the maintenance needs of each member of a family
living in the institutionalized individual’s home with no company
spouse living in the home. The amount must be based on a
reasonable assessment of need but must not exceed the higher of the:

° AFDC level, or
° Medically needy level:

(Check one)

_X_ AFDC levels in Supplement 1 to Attachment 2.6.A page 1
Medically needy level in Supplement 1

b. Amounts for health care expenses described below that have not been
deducted under 3.c. above (i.e., for an institutionalized individual
with a community spouse), are incurred by and for the
institutionalized individual or institutionalized couple, and are not
subject to the payment by a third party.

) Medicaid, Medicare, and other health insurance premiums,
deductibles, or coinsurance charges, or copayments.

(i) Necessary medical or remedial care recognized under State
law but not covered under the State plan. (Reasonable
limits on amount are described in Supplement 3 to

ATTACHMENT 2.6-A)

At the option of the State, as specified below, the following is
deducted from any remaining monthly income of an
institutionalized individual or an institutionalized couple:

A monthly amount for the maintenance of the home of the individual or
couple for nc* longer than 6 months if a physician has certified that the
individual, or one member of the institutionalized couple, is likely to return
to the home within that period:

X No.
Yes (the applicable amount is shown on page 5a.)

TN No. 04-04
Supersedes
TN No. _02-14

MAY 11 2004

Approval Date Effective Date 01/01/04
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Citation

1924 of the Act 2.

435.725
435.733
435.832

Condition or Requirement

The foliowing monthly amounts for personal needs are
deducted from total monthly income in the application
of an institutionalized individual’s or couple’s

income to the cost of institutionalized care:

Personal Needs Allowance (PNA) of not less than $30
For Individuals and $60 For Couples For All
Institutionalized Persons.

a. Aged, blind, disabled:
Individuals $__ 35
Couples  $__N/A

For the following persons with greater need:

Institutionalized individuals with no community spouse living in the
home but with other dependant family members in the home as
described in Attachment 2.6.A page 5.

Supplement 12 to Attachment 2.6-A page 1 describes the

Greater need, describes the basis or formula for

determining the deductible amount when a specific

amount is not listed above; and lists the criteria to

be met; and, where appropriate, identifies the

organizational unit which determines that a criterion is met.

b. AFDC related:

Children §__ 35.
Adults § 35.

For the following persons with greater need:

Supplement 12 to Attachment 2.6-A describes the
greater need describes the basis or formula for
determining the deductible amount when a specific
amount is not listed above; lists the criteria to be met;
and, where appropriate, identifies the organizational
unit which determines that a criterion is met.

¢. Individual under age 21 covered in the plan as

specified in Item B. 7. of Attachment 2.2 -A.

TN No. 04-04

Supersedes Approval Date

TN No._00-09

$__35.
MAY 11 2004

Effective Date__01-01-04
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STATE PLAN UNDER TITLE XIX OF THE SOCIAL SECURITY ACT
State: Nevada

VARIATIONS FROM THE BASIC PERSONAL NEEDS ALLOWANCE

In addition to the $35.00 PNA allowed in Attachment 2.6.A Page 4a, persons with greater need identified in
Attachment 2.6.A Page 4a, Institutionalized individuals with no Community Spouse at home, as described

in Attachment 2.6.A Page 5 #4.a, for Post Eligibility Determinations are allowed an additional Personal
Needs Allowance based on household size.

HOUSEHOLD SIZE Additional PNA
Allowed
1 family member $139.00
2 family members $173.00
$207.00
$241.00
$275.00
$309.00

DN

For households greater than 5 add $34.00 for each additional person.

The greater PNA deduction is to allow the difference between the 1996 AFDC Need Standard Amount
used in the Maintenance Needs Allowance, which is frozen at the 1996 rate, and the current TANF Need
Standard Amount.

The AFDC amount used in the Maintenance Need Standard is stated in Supplement 1 to Attachment 2.6.A
Page 1.

Disclosure Statement for Post-Eligibility Preprint

According to the Paperwork Reduction Act of 1995, no persons are required to respond to a collection of
information unless it displays a valid OMB control number. The valid OMB control number for this
information collection is #0938-0673. The time required to complete this information collection is
estimated at 3 hours per response, including the time to review instructions, searching existing data
resources, gathering the data needed and completing and reviewing the information collection. If you have
any comments concerning the accuracy of the time estimate(s) or suggestions for improving this form,
please write to: CMS, 7500 Security Boulevard, N2-14-26, Baltimore, Maryland, 21244-1850 and

to the Office of Information and Regulatory Affairs, Office of Management and Budget, Washington, D.C.,
20503.

TN No.: 04-04 Approval Date: MAY 1 1 2004 Effective Date: 01-01-04



